Objective. To evaluate the effect of Medicaid fee changes on health care access, utilization, and spending for Medicaid beneficiaries. Data Source. We use the 2008 and 2012 waves of the Medical Expenditure Panel Survey linked to state-level Medicaid-to-Medicare primary care reimbursement ratios obtained through surveys conducted by the Urban Institute. We also incorporate data from the Current Population Survey and the Area Resource Files. Study Design. Using a control group made up of the low-income privately insured, we conduct a difference-in-differences analysis to assess the relationship between Medicaid fee changes and access to care, utilization of health care services, and out-of-pocket medical expenditures for Medicaid enrollees. Principal Findings. We find that an increase in the Medicaid-to-Medicare payment ratio for primary care services results in an increase in outpatient physician visits, emergency department utilization, and prescription fills, but only minor improvements in access to care. In addition, we report an increase in total annual out-of-pocket expenditures and spending on prescription medications. Conclusions. Compared to the low-income privately insured, increased primary care reimbursement for Medicaid beneficiaries leads to higher utilization and out-of-pocket spending for Medicaid enrollees.
many physicians have expressed reluctance to accept new Medicaid patients (Decker 2012; Rosenbaum 2014) . Moreover, in accordance with the Affordable Care Act (ACA), a number of states began expanding requirements for Medicaid eligibility in January of 2014, further increasing demand for primary care services. To ensure adequate access to primary care, beginning in 2013 and lasting through 2014, a provision of the ACA increased Medicaid fees for primary care services to Medicare levels. For the average state, this fee change represented an increase in Medicaid fees for primary care of approximately 28 percent.
1 This two-year federally financed primary care fee increase is the backbone of a strategy aimed at boosting access to care among Medicaid enrollees, many of whom are newly insured and likely to have pent-up demand for health care services (Hofer, Abraham, and Moscovice 2011; Finkelstein et al. 2012) . Beginning January 1, 2015, in the absence of renewed federal funding for the Medicaid fee increase, states have had the option to either maintain primary care fee levels or to revert back to pre-ACA Medicaid reimbursement rates. As of April 2015, fifteen states have indicated their willingness to continue funding the elevated Medicaid primary care fees (MAC-PAC, 2015) . Understanding the impact of changes in physician financial incentives on access to care and utilization of health care services for Medicaid beneficiaries is a particularly pressing issue. Several studies have attempted to estimate the impact of Medicaid fee increases on access to care and generally find that higher payment rates are associated with improved access (Shen and Zuckerman 2005; Decker 2007 Decker , 2009 Chen unpublished data; Buchmueller, Orzol, and Shore-Sheppard 2015) . Recent evidence suggests that higher Medicaid fees under the ACA increased providers' willingness to see new Medicaid patients (Polsky et al. 2015) . However, other analyses have failed to find a link between higher Medicaid fees and increased preventive care or other measures of primary care access (Baker and Royalty 2000; Atherly and Mortensen 2014) . In light of the recent Medicaid expansions and the temporary increase in Medicaid physician fees under the ACA, additional evaluation of the impact of Medicaid reimbursement changes on access, utilization, and health care expenditures for Medicaid beneficiaries remains a priority.
In this study, we exploit data on state-level Medicaid fee changes to analyze the effect of increased payments for Medicaid primary care services on a variety of measures pertaining to the health care access, utilization, and expenditures of Medicaid enrollees. We match Medicaid fee changes from 2008 to 2012 with individual-level data from the Medical Expenditure Panel Survey (MEPS) to examine the potential impact of the ACA's temporary increase in Medicaid primary care rates. We use a difference-in-differences approach that compares changes in outcomes for Medicaid enrollees to changes for a control group composed of the low income, privately insured. Our paper makes several contributions to the existing literature on the impacts of Medicaid fee changes. For instance, our use of relatively recent changes in the Medicaid-toMedicare fee ratio is likely to provide a reasonable proxy for the large-scale fee increases associated with the ACA. Secondly, we include a variety of measures of health care utilization and evaluate their responsiveness to changes in Medicaid fees. Despite several studies of the relationship between fee increases and access to care for Medicaid enrollees, there is a lack of evidence on related changes in utilization.
2 Finally, we appear to be the first to include analyses of the changes in the utilization of prescription medication and outof-pocket expenditures for Medicaid beneficiaries associated with Medicaid fee changes. As most state Medicaid programs require some form of cost sharing and several limit prescription drug benefits, any change in the utilization of physician services accompanying rising Medicaid fees has important implications for pharmaceutical use and enrollee spending.
Our results indicate that an increase in the Medicaid payment rate for primary care services (measured as the ratio of Medicaid rates to Medicare rates) results in an increase in physician visits, emergency department utilization, prescription fills, and out-of-pocket expenditures. We find no impact of a fee increase on Medicaid enrollees' access to care or their propensity to delay care due to cost, although we do find that higher fees are associated with a small increase in reporting a usual source of care.
EVIDENCE ON THE RELATIONSHIP BETWEEN MEDICAID PHYSICIAN FEES AND HEALTH CARE ACCESS, UTILIZATION, AND EXPENDITURES
Changes in the reimbursement rate for the treatment of Medicaid patients have the potential to affect service provision on both the extensive and intensive margins of care. For example, higher Medicaid reimbursements for primary care could increase the average annual number of primary care visits conditional on seeking any primary care. Similarly, increased reimbursement rates could incentivize primary care providers to shift their payer mix in favor of Medicaid beneficiaries, allowing for greater access to primary care services and increasing the probability that a Medicaid enrollee seeks primary care. Additionally, given the evidence of complementarity between outpatient and inpatient care, increased exposure to primary care providers could impact the utilization of nonprimary care services, including inpatient and emergency department (ED) care (Manning et al. 1987; Finkelstein et al. 2012; Kaestner and Lo Sasso 2015) .
Several papers have documented increased access for various subgroups resulting from an increase in Medicaid physician fees (Baker and Royalty 2000; Shen and Zuckerman 2005; Decker 2011 Decker , 2015 Buchmueller, Orzol, and Shore-Sheppard 2015; Gangopadhyaya, Long, and Kaestner unpublished data) . Decker (2007) reported both extensive and intensive margin changes in care for Medicaid beneficiaries associated with Medicaid fee increases. Using the 1989 Using the , 1993 Using the , 1998 Using the , and 2003 waves of the National Ambulatory Medical Care Surveys (NAMCS), Decker found that increases in Medicaid reimbursement rates resulted in an increase in the number of physicians accepting Medicaid patients and an increase in the average visit times for Medicaid patients. Similarly, Decker (2009) found that reductions in Medicaid physician fees were associated with fewer physician visits for Medicaid enrollees and a shift in the setting of Medicaid patient encounters from physicians' offices toward outpatient hospital care and ED care. Finally, in an effort to directly measure the impact of the ACA's primary care Medicaid fee increase on access to care, Polsky et al. (2015) employed trained staff posing as Medicaid beneficiaries who sought to obtain new-patient appointments with primary care physicians in periods immediately preceding and directly following the reimbursement increase. Results indicated that the proportion of trained staff able to acquire a primary care appointment increased from 58.7 percent before the fee increase to 66.4 percent after the fee increase.
While the majority of studies examining changes in Medicaid fee rates focus on access to care for Medicaid beneficiaries, a relatively small number of studies have examined effects on utilization of services for adult Medicaid beneficiaries (Shen and Zuckerman 2005; Atherly and Mortensen 2014; Gangopadhyaya, Long, and Kaestner unpublished data) . For example, Atherly and Mortensen (2014) analyzed the impact of increased Medicaid fees on the use of preventive services for Medicaid enrollees. Specifically, the authors examined the probability of receiving a test for colorectal, cervical, or breast cancers; hypertension; or high cholesterol. Results indicated that increases in the Medicaid primary care fee rate had no effect on moving recipients closer to the recommend testing levels developed by the U.S. Preventive Services Task Force.
Less clear is the relationship between Medicaid fee increases and out-ofpocket expenditures on health care services for Medicaid enrollees. While many Medicaid programs are largely comprehensive in terms of coverage, several states have implemented various cost-sharing mechanisms to shift some of the cost burden onto the program's beneficiaries (KFF, 2013 We measure access to care using a series of questions on individuals' ability to get necessary medical treatment, dental care, and prescription medication; whether the individual has delayed obtaining necessary medical treatment, dental care, or prescription medication; and whether the individual has a usual source of care. We use the number of physician office visits, outpatient hospital visits, ED visits, hospital discharges, dental visits, and prescription drug fills to measure health care utilization. Expenditures are defined as annual out-of-pocket expenditures for office-based care, outpatient hospital care, ED care, dental care, prescription fills, and total health care spending. All expenditures are reported in 2003 dollars to ensure consistency across estimation years. Table 1 displays descriptive statistics for the treatment group, those on Medicaid, and the control group, the low-income privately insured. On average, Medicaid enrollees tend to be slightly younger and less educated than the privately insured and consist of a disproportionate share of minorities. Medicaid enrollees are far less likely to be employed than the privately insured and, as a result, have higher rates of poverty. In addition, we test for changes in these characteristics over time for each group. We find little evidence that, based on observable characteristics, the sample composition of either group is changing from 2008 to 2012. Mean values for our dependent variables are included in the regression tables.
Medicaid-to-Medicare Fee Ratio
Data on Medicaid fee changes were obtained from Zuckerman and Goin (2012) . Specifically, we measure changes in Medicaid reimbursements for primary care services as the ratio of the Medicaid-to-Medicare fee in each state. Data on Medicaid payment rates are based on field surveys conducted by the Urban Institute and exclude payments made through Medicaid managed care plans. 5 We use two years of available data, 2008 and 2012, and we focus on the Medicaid-to-Medicare fee index for primary care services. 
Area Resource Files
We use data from the Area Resource Files (ARF) to control for a number of covariates that may be related to access and utilization of primary care services. Specifically, at the state level, we include controls for the per capita supply of MDs, the per capita supply of general practice MDs, the per capita supply of hospital beds, per capita income, and the poverty rate. We also control for a state's unemployment rate in 2008 and 2012 based on the Bureau of Labor Statistics' local area unemployment data as evidence suggests that as county unemployment rates rise, physicians treat fewer privately insured patients in both inpatient and outpatient settings (He, McInerney, and Mellor 2015) .
Medicaid Eligibility
Because changes in the Medicaid-to-Medicare primary care fee ratio may be related to expansions in Medicaid eligibility, we control for the share of a state's population that is eligible for Medicaid coverage (Hahn 2013; Chen unpublished data) . Controlling for extensive margin changes in Medicaid enrollment allows us to be confidant that any observed effects of Medicaid payment rate changes on our outcomes of interest are not influenced by Notes: Data are from the 2008 and 2012 waves of the Medical Expenditure Panel Survey. Selfreported health is measured on a scale of 1 to 5, where 1 corresponds to excellent health and 5 corresponds to poor health. We include self-reported health in Table 1 to minimize concerns related to compositional change in our treatment and control groups over time. However, we do not include self-reported health as a covariate in our regression specifications as changes in health may be an indirect result of changes in Medicaid fees. PIR, poverty-to-income ratio. (KFF, 2008 (KFF, , 2012 .
EMPIRICAL METHOD
To examine the effects of changes in Medicaid primary care fees on access to care and utilization of health care services, we construct the following standard difference-in-differences model:
In equation (1), Y ist is a series of outcomes related to health care access, utilization, and expenditures for individual i in state s in year t. The coefficient p 1 represents the baseline difference in outcomes between Medicaid and lowincome privately insured patients. Similarly, the coefficient p 2 represents the baseline difference in outcomes between the treatment and control groups due to differences in the Medicaid-to-Medicare fee ratio. The parameter of interest, p 3 , illustrates the relative effect of changes in the Medicaid-to-Medicare fee ratio on outcomes for Medicaid enrollees compared to the lowincome privately insured. Elig st is the Medicaid eligibility rate for state s in year t. The vector X ist represents individual-level controls, including age, gender, race/ethnicity, marital status, education, employment status, residence in a metropolitan statistical area, and body weight status (obese and overweight). Z st is a vector of state-level controls that includes measures of the unemployment rate, poverty rate, and per capita income along with the Medicaid managed care penetration rate and the per capita supply of physicians, general practitioners, and hospital beds.
6 Lastly, d s and s t are state and year fixed effects, respectively. Although we control for the state-level Medicaid eligibility rate in equation (1), we are concerned that changes in the extensive margin of Medicaid enrollment could affect access to care and service utilization. Given the presence of substantial changes in Medicaid enrollment in response to fee increases, instead of measuring intensive margin responses to the higher reimbursements, we risk finding effects related to the changing demographics of Medicaid enrollees. To further alleviate concerns that our estimates are driven by the demographics of Medicaid patients seeking treatment, we re-estimate equation (1) omitting the individual-level covariates in the vector X ist . Similar estimates of the effect of increases in the Medicaid-to-Medicare payment ratio with and without individual covariates should indicate that the influence of extensive margin changes in enrollment is minimal.
Finally, we also estimate specifications that include a state-year trend. The inclusion of a state-year trend will capture any policy endogeneity that may occur at the state level. For example, it may be that states are increasing Medicaid fees to address issues with access or utilization of health care services. In this case, failing to address this endogeneity would lead to biased estimates of the effect of a Medicaid fee change. Table 2 displays regression results of the effect of a change in the Medicaid-toMedicare fee ratio on outcomes associated with access to care. Column (1) presents results from a regression specification that omits individual demographic and socioeconomic controls, column (2) adds individual controls, and column (3) adds a state-year trend. We multiply the primary care Medicaid-toMedicare fee ratio and, therefore, the interaction term between the fee ratio and an indicator for Medicaid enrollment by 10 to interpret all results as the effect of a 10 percentage point increase in the fee ratio. Compared to lowincome individuals with private insurance, Medicaid enrollees are more likely to experience problems with access to dental care but appear to report similar access to medical care and prescription medication. Reduced access to dental care for Medicaid enrollees is particularly likely as adult dental benefits are not federally mandated under the Medicaid program but are left up to the states' discretion (McGinn-Shapiro 2008) . Increases in the Medicaid-toMedicare fee ratio appear to have no effect on Medicaid enrollees' ability to access medical care, dental care, or prescription medication. Estimates of the interaction between the fee ratio and indicator for Medicaid coverage for these outcomes are small in magnitude and statistically insignificant. However, estimates in the bottom panel of Table 2 do suggest a positive association between the fee ratio and the probability that an individual reports a usual source of care. A 10 percent increase in the fee ratio leads to a 1.6 to 1.9 percentage point increase (2.1 percent to 2.5 percent increase) in the likelihood that a Medicaid enrollee has a usual source of care. Estimates between all columns are fairly consistent and provide no indication that extensive margin changes or policy endogeneity is influencing the results. Table 3 examines outcomes associated with the propensity to delay care due to cost. Compared to the low-income privately insured and in the absence of Medicaid fee changes, Medicaid enrollees are more likely to delay dental care and prescription medication refills due to cost. However, once again we find no effect of an increase in the Medicaid-to-Medicare fee ratio for Medicaid enrollees compared to the low-income privately insured. Results in Table 3 provide no evidence that an increase in the fee ratio is associated with a reduction in the propensity for Medicaid beneficiaries to delay medical or dental treatment, or to delay filling prescription medications due to cost. The next two tables focus on changes in the utilization of health care services associated with changes in the Medicaid-to-Medicare fee ratio. Table 4 examines changes in the utilization of preventive services following an increase in Medicaid fees. Specifically, we focus on blood pressure screening, cholesterol screening, flu vaccination, and Pap smear testing. 
RESULTS

Consistent with the results reported in Atherly and
Mortensen (2014), we find no indication that changes in the fee ratio lead to changes in preventive care utilization for Medicaid enrollees compared to our control group. Interestingly, with the exception of Pap smear testing, we find no statistically significant differences in the rate of preventive care utilization between Medicaid beneficiaries and the low-income privately insured. In their study, Atherly and Mortensen note that these similar utilization rates may explain the absence of an effect of a change in the fee ratio on the consumption of preventive care of for Medicaid enrollees. Table 5 examines changes in the utilization of health care services, including the number of physician office visits, outpatient visits, emergency department visits, hospital discharges, dental visits, and prescription refills. If increasing Medicaid fees increase the willingness of primary care physicians to treat Medicaid beneficiaries, then we would expect to see corresponding changes in these utilization measures. Panel A of Table 5 indicates that, compared to the low-income privately insured, an increase in the fee ratio leads to an increase in the average number of office visits for Medicaid enrollees. Specifically, a 10 percentage point increase in the fee ratio results in approximately 0.63 additional office visits per year, on average, for a Medicaid beneficiary compared to the low-income privately insured, an increase of 11 percent. Estimates in Panel B suggest that increases in the Medicaid-to-Medicare fee ratio are associated with large increases in the number of outpatient visits. Specifically, we estimate that a 10 percentage point fee increase leads to a 21 percent increase in outpatient visits. We report results on changes in the number of ED visits for Medicaid enrollees in panel C. Preferred estimates in column (3) indicate that a 10 percentage point increase in the fee ratio leads to a 14.2 percent increase in the number of ED visits. Results for changes in hospital discharges are reported in panel D. After adding covariates and a state-year trend, we find a small and statistically insignificant effect of an increase in Medicaid fees on hospital discharges for Medicaid beneficiaries compared to the low-income privately insured. Similarly, estimates in panel E provide evidence that changes in the fee ratio have little impact on changes in the number of dental visits. Finally, Panel F presents the results for changes in the number of prescription drug fills associated with a change in the Medicaid-to-Medicare fee ratio. Our results indicate that a 10 percentage point increase in the fee ratio leads to a 10.7 percent increase in the number of prescription fills. Table 6 presents estimates of the relationship between changes in the Medicaid-to-Medicare fee ratio and annual out-of-pocket health care Note: Standard errors clustered at state level. *p < 0.10; **p < 0.05; ***p < 0.01. thermore, the current literature on the effects of Medicaid fee increases has thus far omitted any examination of changes in associated out-of-pocket costs for Medicaid enrollees. However, given the relatively large increases in utilization reported in Table 5 , effects of fee changes on out-of-pocket expenditures have especially consequential implications for beneficiaries in the Medicaid program. Panel A examines the effect of a fee increase on total annual out-of-pocket spending for Medicaid beneficiaries compared to the low-income privately insured. Estimates in panel A suggest that a 10 percentage point increase in the fee ratio results in a 19.8 percent increase in total out-of-pocket expenditures or an additional $83.45 in annual out-of-pocket spending for those enrolled in Medicaid. Panels B, C, and E report results for office-based expenditures, outpatient expenditures, and dental expenditures, respectively. In all cases, increases in the fee ratio do not appear to lead to changes in spending on these services. Despite the increase in ED visits reported in Table 5 , we find a slight decrease in out-of-pocket expenditures on ED care associated with an increase in the fee ratio in panel D. Finally, panel F contains estimates of the impact of a fee increase on changes in annual out-of-pocket expenditures for prescription medications. In all specifications, membership in Medicaid is associated with lower baseline spending on prescription medications. However, a 10 percentage point increase in the fee ratio results in a 13.5 percent increase in prescription expenditures for Medicaid enrollees compared to the privately insured. On average, this represents an annual spending increase of $22.29 for Medicaid members for every 10 percentage point increase in the fee ratio.
CONCLUSION
Beginning in January 2013 and lasting through December 2014, the Affordable Care Act (ACA) provided federal funding to increase the reimbursement rate for primary care services administered to enrollees in the Medicaid program. While a number of studies have attempted to identify the effect of an increase in the Medicaid fee rate on access to care for Medicaid beneficiaries, relatively little work has been done to analyze associated changes in utilization and out-of-pocket expenditures.
In this study, we add to the literature on physician financial incentives and Medicaid fees by providing an examination of the relationship between recent changes in Medicaid physician fees for primary care services and access to care, utilization of health care services, and annual out-of-pocket expenditures for Medicaid enrollees. Using data from two waves of the Medical Expenditure Panel Survey (MEPS) along with state-level changes in the Medicaid fee schedule for primary care, we show that recent increases in the Medicaid-to-Medicare fee ratio have had little impact on access to care, but they have significantly increased utilization and out-of-pocket expenditures for Medicaid beneficiaries compared to a control group made up of the lowincome privately insured. Specifically, our results indicate that a 10 percentage point increase in the fee ratio leads to an 11 percent increase in the number of physician visits, a 14 percent increase in the number of emergency department visits, and an 11 percent increase in the number of prescription fills for Medicaid members. Translating these utilization increases into changes in spending, we find that for every 10 percentage point increase in the Medicaid-to-Medicare fee ratio, Medicaid enrollees experience an annual increase in total outof-pocket expenditures of approximately $80, of which nearly 30 percent is attributable to increased spending on prescription medications. Similar to Shen and Zuckerman (2005) , we also find that an increase in the fee ratio is associated with a small increase in the probability that a Medicaid beneficiary reports a usual source of care.
Our study has its limitations. First, due to a lack of available data, we focus on the period immediately preceding the ACA's 2013 Medicaid primary care fee increase and so we are unable to quantify the effects of this specific policy change on access or utilization for Medicaid members. Similarly, we cannot isolate changes for those newly enrolled in Medicaid as a result of the 2014 state Medicaid expansions. This is particularly unfortunate as this group potentially faces larger challenges with access to care as a result of their lack of longstanding ties with the health care community. Finally, our data on fee ratios come from surveys of state fee-for-service Medicaid programs and omit reimbursement rates for Medicaid enrollees in managed care plans. Therefore, to the degree that managed care reimbursements are unrelated to fee-forservice rates, within-state differences in FFS and MMC fees will not be reflected in our results.
Our findings have clear implications for recent policy directives involving the Affordable Care Act's state Medicaid expansions. Our results indicate that the ACA's temporary fee increase will have a minimal impact on access to care for Medicaid beneficiaries, but it will increase the likelihood that enrollees establish a usual source of care. Similarly, we would not expect to find large effects of the fee increase on Medicaid enrollees' propensity to delay care due to cost, in part because relatively few beneficiaries report cost-related issues when seeking care. On the other hand, our results indicate that, compared to the low-income uninsured, utilization for Medicaid beneficiaries will increase following the Medicaid fee change. Prior evidence on the utilization response to changes in Medicaid fees has been mixed with Chen (unpublished data) finding a negative relationship between Medicaid fees and ED admissions, Decker (2009) reporting that lower Medicaid fees resulted in fewer ambulatory care visits, and Buchmueller, Orzol, and ShoreSheppard (2015) finding that increases in Medicaid dental fees increased utilization of dental services. As noted earlier, our results indicate that increased utilization resulting from the ACA primary care fee increases is likely to take the form of additional office visits, emergency department visits, and prescription fills. Despite the relative generosity of many state Medicaid plans, our results suggest that out-of-pocket expenditures for Medicaid enrollees would increase due to the ACA fee adjustment. These additional out-ofpocket expenditures are primarily due to incomplete prescription drug coverage for Medicaid beneficiaries in many states.
Finally, consistent with the results reported in Atherly and Mortensen (2014), we find no indication that changes in the fee ratio lead to changes in preventive care utilization-measured by blood pressure and cholesterol checks, flu vaccinations, and Pap smear tests-for Medicaid enrollees compared to the low-income privately insured. As Atherly and Mortensen suggest, and our findings support, there do not appear to be large ex ante differences in preventive care utilization for Medicaid enrollees and the privately insured. Therefore, an increase in the Medicaid fee ratio may be unlikely to alter utilization for Medicaid enrollees compared to our control group. NOTES 1. Authors' calculations using data on state Medicaid-to-Medicare fee ratios reported in Zuckerman and Goin (2012) . 2. Decker (2009), Atherly and Mortensen (2014) , Chen (unpublished data), Buchmueller, Orzol, and Shore-Sheppard (2015) , and Gangopadhyaya, Long, and Kaestner (unpublished data) include analyses of changes in the intensity of health care service utilization. However, Decker (2009) only examines the number of physician visits; Atherly and Mortensen (2014) focus on the use of preventive services; and Buchmueller, Orzol, and Shore-Sheppard (2015) examine dental services. 3. For example, as of 2013, 40 states charged a premium for at least one class of Medicaid beneficiary and 45 states required copays (including Washington, DC). 4. We also attempted a matching strategy to pair our control sample to our treatment sample based on demographic observables. However, the decision to exclude the uninsured from our control group meant that we did not observe a high degree of variation in the quality of the match between our treatment and control groups. In other words, there was no particular advantage to be had by employing the matching strategy over using the full sample of low-income privately insured as the control group in our analysis.
The exclusion of Medicaid managed care (MMC) payment data is unfortunate
given the large degree of MMC penetration in many states. Although we lack data on MMC provider fees, a 2014 report from the Government Accountability Office found that for 26 evaluation and management services, FFS and MMC provider fees were closely aligned in the majority of states that were analyzed (GAO, 2014). 6. We also estimated specifications that allowed the effects of the unemployment rate, per capita income, and the poverty rate to vary by Medicaid enrollment to capture any differential response to changes in these conditions based on insurance status. We found little evidence of a differential effect by insurance status and the inclusion of these terms left our coefficients of interest largely unchanged. For these reasons, we do not include these estimates in the results presented below, but we will make them available upon request. 7. The count of states with copay requirements includes Washington, DC.
